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Preventing falls
Not at the expense of osteoporosis care
Järvinen et al remind us that falls assessment is too often ignored in people at high risk of fractures.
1 However, we believe that falls assessment and prevention must be in addition to, and not at the expense of, osteoporosis treatment. The British Orthopaedic Association advocates a dual approach to fracture prevention, 2 and indicators supporting both have been submitted for inclusion within the quality outcomes framework (QOF) in the UK.
We have high quality evidence for the secondary prevention of hip fractures with generic treatments endorsed as cost effective by the National Institute for Health and Clinical Excellence (NICE). We need more robust evidence linking falls interventions to the same outcomes. The studies listed by Järvinen et al do not support a claim for a 50% fracture reduction in community settings. This is the thrust of the paper by Gates and colleagues.
3 Individual studies have shown that single and multifaceted interventions can be effective in reducing falls, 1 but we require further research on their costeffectiveness. 4 The priority for reducing fractures lies currently with secondary fracture prevention, in which care recommended in guidelines is delivered to less than one in five in the UK. 5 Far from a change in direction, we need to combine falls assessment and prevention with a wider adoption of fracture liaison services and osteoporosis indicators within the QOF.
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Direct intervention is needed
Gates et al conclude that the evidence base is weak for the effectiveness of multifactorial interventions to prevent falls in primary care, the community, and emergency care. 1 However, the 19 studies they reviewed are not all trials of multifactorial assessments and targeted interventions.
These 19 trials require sorting into three more clinically relevant groups: those that are not truly multifactorial (three), those entailing assessment and referral but no direct intervention (10), and those entailing multifactorial assessment and direct intervention (six).
Analysed in this way, four of the six trials in the more important third group are either clearly positive or had a favourable risk ratio but insufficient power, and only two were negative. Seven of the 10 trials of assessment and referral, but without direct intervention, were negative. In one of the three trials of physical therapy, falls were not a primary or secondary outcome measure, so it should not be considered a fall prevention trial.
When similar trials are grouped together, the importance and effectiveness of direct intervention for multiple risk factors is seen for preventing falls. We introduced the stork test to engage and motivate people to continue exercising.
We piloted the walkway with 108 people (57 patients, 16 relatives, 35 staff; 28 male; mean age 55 (13-85)). With the help of a trained volunteer, participants completed the walkway exercises and answered an anonymous questionnaire, documenting the stork test measurements and asking about demographics, previous exercise, and motivation to further exercise. The stork test time decreased with age and improved after the exercises. The overall mean times improved from 13.2 s to 18.4 s (P<0.001). The number with stork test times of less than 4 s decreased from 25 before exercise to 10 after exercise (P<0.001). Three quarters of them thought that they would continue the exercises at home, two thirds saying that they had been influenced by the stork test.
Relatives and friends are invited to take part with patients as this helps overcome the embarrassment of exercising in a public place and encourages them to continue the exercises together at home. letters on process alone when the evidence shows such widespread variation and inconsistency in process in clinical practice? For patients, there is much more to success than alive or dead. How often have we heard: "They said my hip replacement went well, but I am now housebound" or "He says I have a good flow rate in my bypass graft, but I still get pain at 10 metres"?
Patient reported outcome measures (PROMs), unlike most of the other clinical measures used traditionally (readmissions, infection rates, adverse incidents, etc), usually measure health gain-what actually happens to most patients who interface with the healthcare system. BUPA Hospitals (now Spire Healthcare) have been using PROMs for years, and the high response rates now achieved show just how much value patients put on being asked about their outcome.
Our work (using Outcome Technologies) and that of others is described in Browne et al's recent paper.
2 Routine measurement of patient reported outcome is quite easy to do and cost efficient. We are convinced that it can encourage continuous quality improvement and that the data when made available (properly risk adjusted) can help general practitioners and their patients make more informed choices about providers. We were delighted to see PROMs promoted in the NHS operating framework 3 and also supported by the Royal College of Surgeons of England. We believe they will reduce the noise in the system, make it more transparent, and help give patients the real say in their health care that they deserve. 
OsteOarthritis Of the knee
Topical NSaIDs have unknown effectiveness
Dieppe claimed in an editorial about osteoarthritis that topical non-steroidal antiinflammatory drugs (NSAIDs) are as effective as oral NSAIDs.
1 He refers to a report from the National Institute for Health and Clinical Excellence (NICE), which describes two metaanalyses. He notes that the authors assessed the trials for quality, but the 424 page report says nothing about that quality. The authors of one the meta-analyses, however, reported that the trials were of poor quality and that the effect decreased with increasing sample size of the trials.
2 There are other problems with the trials, and the results are difficult to interpret.
Dieppe also quotes a systematic review of topical NSAIDs in people with musculoskeletal pain. The authors reported that small trials exaggerated the effects. When some of the same authors updated this review in people with acute musculoskeletal pain, the effect again decreased significantly and substantially with increasing sample size of the trials.
3 However, they paid no attention to this problem as their results build on all the trials, although I pointed out that this was a major compulsory revision they needed to do when I peer reviewed their manuscript.
4 Their trials were also subject to enormous statistical heterogeneity, but again, the authors refused to pay any attention to this fundamental problem. Their reply to the peer review comments 4 is interesting as it shows that their review is of very poor quality and that its authors did not take account of the most basic methodological evidence that exists for performing systematic reviews, even though this was pointed out to them.
I 3 We looked at 50 consecutive elderly patients aged 78 or older who were admitted to our hospital for falls, acute confusion, or inability to manage at home because of falls.
We studied 28 men and 22 women with an age range of 78-98 and a mean age of 84. All were treated for hypertension, but standing blood pressure was measured in only 9 of them. In 13 antihypertensive drugs were completely withdrawn, and in 21 these drugs were reduced. Subsequently 35 patients were discharged home but 15 were discharged to residential homes. During hospital stay, 15 patients had recurrent falls. This audit shows that when hypertension is treated in elderly patients, the standing blood pressure should be used to guide pharmacological intervention. 
Measuring Patient care
ProMs promote health gain and patient involvement 2 Of particular note, the 2007 National Confidential Enquiry into Patient Outcome and Death (www.ncepod.org.uk), which identified deficiencies in the care of emergency admissions, reports that because of the current working time constraints of junior doctors, resulting in reduced patient contact, the concern is that they are less able to recognise critically ill patients and act decisively. Many examples of this were seen throughout this study.
The inevitable trend of the EWTD is more shifts of shorter duration: doctors spend more days in the hospital and have shorter periods away from work to relax and spend time with family and friends. This is overwhelmingly unpopular with surgical trainees, some of whom have made informal arrangements to breach the EWTD in order to improve their quality of life, while calling for a derogation that will allow a return to the previous on-call system. Multiple short shifts require multiple handovers, each one introducing inefficiency and new opportunities for error. Both doctors and patients prefer continuity of care, and the ability to see a patient throughout the course of their illness.
3 Junior doctors no longer function in traditional teams, rarely receive consistent supervision, and are demoralised by working arrangements that prevent them from forming stable relationships with their patients. Coupled with current uncertainties in training, it is hardly surprising that absenteeism has tripled among juniors in the past few years; a sure sign of declining job satisfaction. 
Put declaration in abstracts
Taylor argues that speakers should declare funding.
1 Most journals now demand competing interest to be declared in a full article, but when the abstract of the paper is published on Medline or elsewhere the declaration disappears. We all know that students, journalists, or others should read the full article, but the fact is that many people only read the abstract of many papers. Conflict of interest should always be included-including in an abstract. 
PresuMed cOnsent
No such thing
There is no such thing as "presumed consent for organ donation."
1 Presumed consent isn't consent at all. Without consent organs are taken, not donated. I don't have a problem about my organs being taken-but many will.
As section 15 of the Code of Practice of the Human Tissue Act reminds us, consent is at the heart of the act for the removal and use of human organs-and rightly so.
Compulsory voting in Australia means that all adults are mandated to choose their parliamentary representatives; a mandated choice by law. There is no opt in or opt out. It is accepted and it works. If we are serious about the organ shortage and serious about consent, we should mandate all adults to choose what to do with their organs. There could even be a "can't decide now" box-equivalent to a spoilt ballot paper. A policy of mandated choice would remove all debate around opt in, opt out, soft or hard, or the bureaucracy and regular publicity about registering objection. The current "opt in" could continue for children.
If we believe that citizenship creates some minimal duties to each other, and if we believe in real consent, mandated choice offers us a better way forward than the deceits of "presumed consent." This is a personal view and does not represent the opinion of the RCP or its ethical issues committee. We are given a false choice between opting in and opting out of organ donation. 1 The current system is not good enough, but opting out is neither the only nor the best answer. Currently the opt-in system is run passively-it relies on people waking up one morning and deciding to plan the details of their death. Most don't. We need a proactive approach: let's ask peopleperhaps when they join a general practice-"Do you want to be an organ donor?" If they say yes then it should be our responsibility to add their details to the register. This interaction dOuble blind Peer review response rate was only 7.7% I am very surprised at both the headline and the way in which this survey of double blind peer review was reported.
1 The survey had a response rate of only 7.7%. In fact, 71% of the 7.7% who responded said that such reviews are fairer and more objective, which by a very rough calculation amounts to fewer than 6% of the people contacted. The survey is so unrepresentative as to be of no interest. By reporting it in this way, you have made it misleading. inguinal hernias
Is treatment needed?
The advice to offer surgery to all fit patients with asymptomatic inguinal hernias 1 seems to conflict with some of the evidence.
A case can be made for watchful waiting, which is less costly and avoids the risks associated with surgery. We get no sense of the frequency or incidence of symptoms in this 10 minute consultation article on otalgia.
1 Instead we are presented with a list that gives no sense of perspective. As every practitioner knows, most cases of otalgia are the result of self limiting viral infections. Most of the remaining cases are often without physical signs, and the pain comes from the oropharynx or the Eustachian tube (which was not even mentioned by the authors).
James N Hardy London
The article on otalgia does not offer some really useful short cuts to help with ear pain.
1
Wiggling the pinna is sore in otitis externa, not otitis media (sometimes difficult to differentiate if the external auditory meatus is full of debris).
Getting patients to "pop" their ears is a useful way of seeing if the pain is middle ear in origin. A negative Rinne test is helpful when diagnosing otitis media (how can they have otitis media with an air filled middle ear?).
James a Cave Newbury
The instruction to prescribe antibiotics for all patients with acute otitis media in the 10-minute consultation contradicts guidance published elsewhere, which indicates that antibiotics should not be prescribed in most cases.
1 Educating patients, in particular parents of small children, that all earache does not need to be seen by a GP or out of hours doctor has workload implications.
John M reay scarborough
If I were to use antibiotics, especially co-amoxiclav, as first line treatment in otalgia, as recommended, 1 this would contribute to bacterial resistance and a higher rate of Clostridium difficile colitis in the community.
Bruno Capone tunbridge Wells
Siddiq MA, Samra MJ. Otalgia. 1 BMJ 2008; 336:276-7. (2 February.) wOrkwear fOr dOctOrs
uses for a white coat
The government is trying to ban doctors in the United Kingdom from wearing white coats in hospitals, 1 the only country in the world where this has happened. Although there is no logic or evidence to support this policy, 2 no doubt there will be many thousands of white coats lying idle in hospital laundries. Rather than throwing them away, we tried to think of how they could be recycled. We were hoping to think of 101 uses for a white coat. Here are 31: 1 Use it as a projector screen 2 Donate it to developing countries 3 Give it to any developed country apart from the UK 4 Give it to the butcher 5 Give it to the dentist 6 Cut it up into handkerchiefs 7 Turn it into nappies 8 Make sails out of it 9 Make it into dusters or dishcloths 10 Give it to a pharmacist 11 Turn it into napkins 12 Use it for a shadow theatre screen 13 Give it to your child for a school play 14 Donate it to a science museum 15 Give it to the Catholic Church for priest collars 16 Give it to the Catholic Church for nuns' head covers 17 Turn it into hair ribbons 18 Turn it into curtains 19 Turn it into a demonstration banner 20 Wave it as a white flag in case of surrender 21 Use as a dust sheet when you are painting the house 22 Give it to your child to play doctors and nurses 23 Cut it into bandages 24 Donate it to the local abattoir 25 Use for white balance for endoscopy camera 26 Make it into a scarecrow 27 Make it into a windshield for the summer holidays 28 Wear it at a fancy dress party 29 Give it to the local school dinner lady 30 Donate it to the local laboratory 31 Give it to your vet.
